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Abstract 
Purpose:  This study is exploratory research which aims to understand how users gain 
support from the online mental health community and whether engagement 
with said community may possibly lead to increased self-efficacy. 
Methodology:  128 users of an online mental health community (OMHC),18percent, 
completed an online questionnaire that asked open ended questions about the 
community and how users engaged with it. The results were analysed using 
quantitative and qualitative methods. 
Findings:  Based on the construct of self-efficacy within Social Cognitive Theory, it is 
evident that the platform provides users with increased self-efficacy and 
encourages further support seeking in a professional capacity, either via an 
online or offline platform. 
Originality: OMHCs provide a therapeutic, peer to peer space for users in times of crisis 
which have the possibility to increase self-efficacy when engaged with. 
However, users must acknowledge that although the online platform is an 
efficacious resource, it cannot be utilised as a principal proxy for offline 
treatment. 
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Introduction  
Mental Health Online  
The use of technology for data acquisition has become a norm. The online platform is now 
somewhat ubiquitous and has facilitated access to a multitudinous extent of information 
sources, for both professionals and laities alike (Rathbone & Prescott, 2017). Via the online 
platform, information can be assimilated through various means, such as; online search 
engines, media outlets, academic resources, or social media platforms. Regardless of the 
method used, there are few barriers regarding topicality, allowing any user with access to the 
relevant technology, instantaneous retrieval. The global prevalence of mental health and 
neurological disorders is estimated as affecting one in every four people, making such 
conditions globally endemic and the principal cause of ill health (WHO, 2001; Newton & 
Fitzpatrick, 2018). 
Mental health issues, symptomology and diagnoses are heterogeneous; however, all have the 
propensity to negatively affect wellbeing and decrease quality of life. Reports which estimate 
the true global prevalence of mental health issues, using an array of population-representative 
samples substantiate that not only is pervasiveness increasing, but also, that the experience of 
mental health issues is much more commonplace than originally thought (Saxena, Funk & 
Chisholm, 2013; Vos et al, 2015). Emergent lifetime data are showing that the experience of 
a mental health issues within the life course has become somewhat universal (Schaefer et al, 
2017). This has subsequently increased the burden on mental health care settings, resources 
and professionals. Not only is mental health care one of the greatest economic burdens 
(Stephens & Joubert, 2001; Trautmann, Rehm & Wittchen, 2016; Doran & Kinchin, 2019), 
but excessive use of services results in extensive time spent on waiting lists, which can have 
pejorative side effects on patients (Steinmann, Shoben, Dembe & Kelleher, 2015; Priester et 
al, 2016).  
Online Help Seeking  
The online platform is a beneficial resource for those experiencing mental health issues and 
comprises of numerous provisions for self-regulation of one’s personal mental health 
(McCosker, 2018). Online platforms offer accessibility to symptom checkers (Yu et al, 2019), 
counselling (March et al, 2018; Schlenk, 2018), peer-to-peer support (Prescott et al, 2017; 
2018; Hanley et al, 2019) social media support groups (Radovic, Landsittel, Stein & Miller, 
2019) and chatrooms (Kiyimba & Lester, 2019), amongst many others. Due to increased 
utilisation of health care settings and the ease of access which online platforms facilitate, 
clinicians and academics alike extensively explore the efficacy of e-health as a mental health 
intervention (Rathbone & Prescott, 2017; Rathbone, Clarry & Prescott, 2017). Previous 
studies have trialled various interventions using the internet. Some aimed to reduce waiting 
times for access using methods such as internet-based self-help (Vollert et al, 2019) and e-
consults (Poulin et al, 2018). Others have used the online platform to deliver talking 
therapies, which usually take place face to face, such as cognitive behavioural therapy (CBT; 
Karyotaki et al, 2018; Kallestad et al, 2018). Others provide information such as 
psychoeducation and methods of engagement with self-help (Weekly, Walker, Beck, Akers & 
Weaver, 2018). Overall, as a method of mental health care deliverance, e-health has proven 
efficacious (Bakker, Kazantzis, Rickwood & Rickard, 2016; Rathbone & Prescott, 2017) and 
can be a valid source of reassurance (Prescott & Mackie, 2017).  
Online Mental Health Communities (OMHC) 
One such resource available are online mental health communities (OMHC).  An OMHC is a 
chat room, where users can relay, communicate and discuss information or personal 
experiences regarding their mental health. These communities are often solely user led and 
are a favoured method of support seeking as they circumvent barriers by facilitating an 
informal but informative community, being freely accessible to all and offering a safe space 
to find objective parties to confer with (Gray et al, 2014; De Choudry & De, 2014; Park, 
Conway & Chen, 2018; Yang, Kraut, Smith, Mayfield & Jurafsky, 2019).  
Qualitative analysis, carried out by Giles and Newbold (2011), unearthed divergent 
sentiments within OMHCs. Some users turn to OMHCs as they experience a sense of 
opposition to treatment delivered via the offline platform and regarded mental health care 
professionals pejoratively. However, this premise was opposed by data which evidenced 
users replying to others who were seeking information and support with recurrent prompting 
to “seek (professional) help,” and disclaimers (“I’m not a psychologist”). The authors 
suggested that this conflict indicates an enduring reverence for skilled professionals.  
One American study sought to understand which websites were shared within online 
OMHCs, by whom and in what context. The authors aimed to explore the practical 
applications of website sharing practice within OMHCs.  The study found that 86% of the 
websites shared contained relevant health information and 50% were government owned or 
certified health websites. One recommendation from this study was that health care 
practitioners encourage patients to become more informed by providing further information 
and insight into certified websites via recommendation and redirection (Nath, Adupa & 
Jonnalagadda, 2016).  
In a UK study, Prescott, Hanley & Ujhelyi (2019) explored why young people use online 
forums for mental health and emotional support. Qualitative analysis found that OMHCs are 
an invaluable resource for users to turn to when they seek peer-to-peer support. They also 
concluded that moderated online spaces can be beneficial to users as they provide a lower 
level of support for those in need, however, they do not replace the role of a counsellor. 
Self-Efficacy and OMHC  
Social Cognitive Theory (SCT) suggests that behaviours are altered due to personal, 
behavioural and environmental factors (McAlister, Perry, & Parcel, 2008). An individual will 
consider outcomes based on their personal beliefs, social expectations, self-evaluation 
expectation and self-efficacy (McAlister et al., 2008). Self-efficacy is an individual’s belief in 
their capability of engaging in specific behaviour (Bandura, 1998). Self-efficacy has become 
the principal foci when applying SCT for health behaviour change (Naslund et al, 2017).  
Four behavioural mechanisms of SCT can be implemented to elevate levels of self-efficacy 
(Naslund et al, 2017). Firstly, mastery of experience allows individuals to undertake small 
challenges, initially easily mastered, which increasingly become more trying and enhance 
self-efficacy incrementally through each completion. Secondly, social modelling allows for 
individuals to engage in a mutual knowledge transfer with others, observing behaviours and 
encouraging others to observe their sustained achievements. Thirdly, improving physical and 
emotional circumstances results in increased self-efficacy and finally verbal/social persuasion 
promotes increased self-efficacy when encouraging others.   
These four behavioural mechanisms can be applied to behaviours evidenced when engaging 
with OMHCs. Mastery of experience relates to the general use of OMHCs. Such small, 
achievable goals are applicable to the initial introduction to an OMHC, then feeling more 
confident and engaging in communication with other users and finally, being assured enough 
to disclose personal mental health issues. The behaviour of social modelling is utilised when 
communicating with other users online. Improving physical and emotional circumstances 
occurs when a user implements suggestions from their cohorts and experienced increased 
wellbeing due to OMHC use and finally verbal/social persuasion is instigated when a user 
proffers their suggestions in return. 
Rationale  
Online health information seeking via the online platform has increased exponentially within 
the past decade (Prestin, Vieux & Chou, 2015; Jacobs, Amuta & Jeon, 2017). OMHCs 
provide instantaneous support for many people with mental health and emotional needs. The 
transition to increased online support for mental health needs necessitates further research 
and, in this paper, we explore user experiences of OMHCs, exploring the benefits and 
efficacy of the community.  
Previous research has evidenced that online support such can provide a much-needed sense of 
community, challenge stigma, and provide access to, and knowledge of, interventions for 
mental health support (Naslund, Aschbrenner, Marsch & Bartels, 2016). Users can participate 
in a shared understanding and discourse regarding their mental health issues with others 
(Moore & Ayers, 2017) in a safe online space. Users can engage in informational and 
emotional, directional or non-directional knowledge transfer (Prescott et al, 2017). Much of 
the research around online mental health support has focussed on professionally moderated 
sites, however, this study will consider how users engage with an OMHC that is moderated 
by non-professional volunteers rather than health professionals.   
Autonomous increase in self-efficacy via the medium of OMHC is another focus of the 
current research. There is a paucity of research which explores the role non-professionally 
moderated OMHCs may possibly have on self-efficacy. This paper will consider the personal 
narrative of OMHC users, alongside the four behavioural mechanisms of SCT to understand 
the support provided to users in terms of why they use the OMHC and the benefits gained, 
with a focus on how the OMHC can modify levels of self-efficacy. 
Research Questions  
Applying an SCT framework to understand usage and benefits of the OMHC, 18percent, this 
research was exploratory in nature and considered the following two research questions; 
RQ1: How do users gain support from the OMHC? 
RQ2: Does engagement with the OMHC suggest increased self-efficacy? 
Method 
Design  
This study used a multi methods design in which both quantitative and qualitative data was 
collected at the same time through one online questionnaire. Both quantitative and qualitative 
data were retrieved from an American based global online OMHC known as 18percent. 
18percent is a free, peer- to-peer OMHC for those living with mental health issues. The 
community is based in America but has a global reach.  The forum consists of numerous 
“channels” which are each specific to mental health issue.   
Users are directed to the relevant channels by moderators. The role of the moderator within 
the OMHC is to instigate and engage in topical discussion whilst simultaneously protecting 
users from content which may be deemed distressing. This is achieved by flagging and 
removing any comments which may breach the community guidelines and/or have a 
detrimental effect on user’s mental health. Moderators ensure the community members 
adhere to the code of conduct by adding trigger warnings to posts and removing potential 
trolls. Moderation is carried out by volunteers who are not mental health professionals, but 
people who are involved in the online community, and who have experienced mental health 
issues personally. The ethos of the organisation is, “18percent’s goal is for members to learn 
from valuable resources, make long lasting friendships, and share their story. We aspire to 
be the largest online community for people struggling with mental illness, with a long-term 
mission to end the stigma of mental illness” (18percent, 2019).  
Recruitment  
The authors worked in conjunction with the co-founders of 18percent to design the 
questionnaire and they emailed users with information about the study and questionnaire link.  
Participants 
There were 128 participants. Participants were predominantly female (68%, N 88), 27.3% (N 
35) were male and 4.7% (N 6) were non-binary. Over half of the participants were between 
the ages of 16-35 (68.7%); 39.8% were aged 16-24 (N 51) and 28.9% were aged 25-35 (N 
27). There were 11 participants aged under 16 (8.6%), 10 aged 36-46 (7.8%), 13 aged 47-57 
(10.2%) and 6 over the aged of 57 (4.7%). 44.5% (N 57/128) of participants had been 
members of 18percent for 0-3 months, 35.2% (N 45) for 4-7 months and 20.3% (N 26/128) 
for over 7 months.  
Questionnaire 
The authors worked in collaboration with 18percent to devise a short online questionnaire for 
users of the site. The questionnaire was live, collecting data from January – February 2019. 
The questionnaire collected demographic data of age and gender as well as information on 
the user’s mental health issues.  Aside from demographic information, the quantitative strand 
provided some insight into why they used the OMHC and how they used it.  The qualitative 
strand consisted of open-ended questions to explore in more depth how and why participants 
used the community and the benefits they felt they gained through using it. The open-ended 
questions where; “Why do you use 18percent?”, “How has 18percent been useful?”, “How 
much has the community helped you?” and “What could be done better on 18percent?” This 
ensured that each participant was asked the same question but had the freedom to answer 
subjectively (Guion, Diehl & McDonald, 2001).  
Procedure 
All 128 users completed the qualitative and quantitative aspects of questionnaire via the 
18percent chatrooms. An email was sent by the owners of 18percent to all active users via an 
e-newsletter, asking them to participate in the study. Within the email, participants were 
informed of the nature of the study and the collaboration between the university and 
18percent so that they could make an informed decision regarding participation. 
Data Analysis 
The quantitative results are reported, followed by the thematic coding of the qualitative 
results. The qualitative data provides broad themes related to use and benefits of the OMHC, 
whereas the quantitative provides a more hierarchical approach to use and benefits.  A multi 
method design allowed us to obtain different but complementary data in a short space of time 
on the topic of OMHC use and benefits, allowing insight into OMHC’s. This was viewed the 
best method to get a general insight into the user’s perspective of the OMHC since it was a 
short survey of reasons for, and benefits of, usage and allowed users to express their personal 
narrative via open ended questions.  
Ethics 
This study was given ethical approval by the University of Bolton’s ethics board in December 
2018. All participants have given their consent for their data to be used in research. 
Findings 
Quantitative  
Table 1 shows the prevalence of self-reported mental health issues. The table represents the 
participant’s personal perspective of their mental health issues which may or may not have 
been formally diagnosed by a health professional. All categories where n<5 were omitted 
form the table so as not to compromise the anonymity of participants. As evidenced below, 
Depressive Disorder and Anxiety disorder were the two most prevalent mental health issues.  
Table 1. Self-Reported Mental Health Issues (N (%)) 
Able  N (of participants) Percentage (of sample) 
Depressive Disorder  87 68% 
Anxiety Disorder  76 59.4% 
Post-Traumatic Stress Disorder  35 27.3% 
Mood Disorder  32 25% 
Eating Disorder  31 24.2% 
Stress Response  16 12.5% 
Disassociation Disorder  15 11.7% 
Addiction 14 10.9% 
Impulse Control  13 10.2% 
Personality Disorder  12 9.4% 
Obsessive Compulsive Disorder  11 8.6% 
Psychosis   10 7.8% 
Sexual  9 7% 
 
Table 2 explores the prevalence of the reported mental health issues in relation to gender and 
age groups.  
Table 2: Self-Reported Mental Health Issues with gender and Age (N (% within gender and age groups)  
Mental Health Gender Age 
 M F Non B <16 16-24 25-35 36-46 47-57 >57 
Depressive Disorder  20 
(57.1) 
63 
(72.4) 
4 
(66.7) 
9 
(81.8) 
35 
(68.6) 
24 
(64.9) 
7 
(70.0) 
9 
(69.2) 
3 
(50.0
) 
Anxiety Disorder 18 
(51.4) 
54 
(62.1) 
4 
(66.7) 
9 
(81.8) 
34  
(66.7) 
21 
(56.8) 
5  
(50.0) 
5 
(38.5) 
2 
(33.3
) 
PTSD  5 
(14.3) 
27 
(31.0) 
3 
(50.0) 
4 
(36.4) 
14 
(27.5) 
10 
(27.0) 
4 
(40.0) 
1 
(7.7) 
2 
 
Table 2 shows that, of the participant group, females were more likely to experience mental 
health issues such as; depressive disorder, anxiety, PTSD, mood disorder, eating disorders, 
disassociation, personality disorder OCD and sexual disorders. However, males appeared to 
present more frequently with stress response and impulse control issues. The non-binary 
cohort presented more frequently with depressive disorder and anxiety than with other mental 
health issues.   
 
Within the age ranges of 47-57 and >57, over a third of participants disclosed depressive 
disorder and anxiety. All the other age groups reported high percentages of depressive 
disorder and anxiety. This suggests that these mental health issues are most prevalent across 
all age ranges. The under 16 age group had a high percentage of eating disorder (45.5%). 
 
Participants used 18percent predominantly for emotional support (60.2%, N 77) and peer 
group support (53.9%, N 69). 42.2% (N 54) sought advice to support their self, whilst 7.8% 
(N 10) sought advice to support their friends and family members (5.5%, N 7). Almost half of 
participants sought to hear the experience of others (43.8%, N 56) and 32% (N 41) of 
(33.3
) 
Mood Disorder 5 
(14.3) 
25 
(71.4) 
2 
(33.3) 
1 
(9.1) 
13 
(25.5) 
13 
(35.1) 
2 
(20.0) 
2 
(15.4) 
1 
(16.7
) 
Eating Disorder 1 
(2.9) 
27 
(31.0) 
3 
(50.0) 
5 
(45.5) 
16 
(31.4) 
5 
(13.5) 
3 
(30.0) 
1 
(7.7) 
1 
(16.7
) 
Stress Response  7 
(20.0) 
9 
(10.3) 
0 
(0.0) 
3 
(27.3) 
9  
(17.6)  
3 
(8.1) 
0 
(0.0) 
1 
(7.7) 
0 
(0.0) 
Disassociation  3 
(8.6) 
10 
(11.5) 
2 
(33.3) 
4 
(36.4) 
6 
(11.8) 
2 
(5.4) 
1 
(10.0) 
1 
(7.7) 
1 
(16.7
) 
Addiction  6 
(17.1) 
7 
(8.0) 
1 
(16.7) 
0 
(0.0) 
8 
(15.7) 
4 
(10.8) 
0 
(0.0) 
1 
(7.7) 
1 
(16.7
) 
Impulse Control  7 
(20.0) 
5  
(5.7) 
1 
(16.7) 
3 
(27.3) 
5 
(9.8) 
4 
(10.8) 
0 
(0.0) 
1 
(7.7) 
0 
(0.0) 
Personality Disorder 1 
(2.9) 
10 
(11.5) 
1 
(16.7) 
2 
(18.2) 
4 
(7.8) 
5 
(13.5) 
1 
(10.0) 
0 
(0.0) 
0 
(0.0) 
OCD 2 
(5.7) 
7  
(8.0) 
2 
(33.3) 
2 
(18.2) 
5 
(9.8) 
4 
(10.8) 
0 
(0.0) 
0 
(0.0) 
0 
(0.0) 
Psychosis  4 
(11.4) 
5 
(5.7) 
1 
(16.7) 
1 
(9.1) 
3 
(5.9) 
4 
(10.8) 
1 
(10.0) 
0 
(0.0) 
1 
(16.7
) 
Sexual  2 
(5.7) 
6 
(6.9) 
1 
(16.7) 
1 
(9.1) 
5 
(9.8) 
2 
(5.4) 
0 
(0.0) 
1 
(7.7) 
0 
(0.0) 
participants used 18percent as a platform to share their personal experiences with others. 
Over half of the participants used 18percent to feel less alone (57.8%, N 74) and 40.6% (N 
52) used it to feel part of a community. Over a third of participants (36.7%, N 47) used 
18percent as a platform to gain knowledge regarding mental health. Table 3 suggests that 
over half of all gender types utilised the 18percent website for peer support; male N 18 
(51.4%), female N 48 (55.2% and non-binary N 3 (50%). This was also true for emotional 
support; male N 20 (57.1%), female N 54 (62.1%) and non-binary N 3 (50%).  
Table 3. usage of the OMHC gender and Age (N (% within gender and age groups)  
 
Qualitative  
To ascertain and increase intercoder reliability, all three authors read the raw qualitative data, 
ensuring the eradication of single researcher bias and improving the trustworthiness of the 
analysis and conclusions drawn. Following the six recursive phases set out by Braun & 
Clarke (2012, 2019), thematic analysis was used to analyse the qualitative data set. All 
Usage Gender Age 
 M F Non B <16 16-24 25-35 36-46 47-57 >57 
Peer Support 18 
(51.4) 
48 
(55.2) 
3 
(50.0) 
6 
(54.5) 
32 
(62.7) 
20 
(54.1) 
5 
(50.0) 
5 
(38.5) 
1 
(16.7
) 
Emotional Support 20 
(57.1) 
54 
(62.1) 
3 
(50.0) 
8 
(72.7) 
35 
(68.6) 
22 
(59.5) 
5 
(50.0) 
5 
(38.5) 
2 
(33.3
) 
Advice to Support 
Self 
13 
(37.1) 
38 
(43.7) 
3 
(50.0) 
6 
(54.5) 
20 
(39.3) 
18 
(48.6) 
3 
(30.0) 
6 
(46.2) 
1 
(16.7
) 
Advice to Support 
Family Member 
1 
(2.9) 
6 
(6.9) 
0 
(0.0) 
0 
(0.0) 
4 
(7.8) 
1 
(2.7) 
0 
(0.0) 
2 
(15.4) 
0 
(0.0) 
Advice to Support 
Friend 
2 
(5.7) 
8 
(9.2) 
0 
(0.0) 
0 
(0.0) 
6 
(11.8) 
3 
(8.1) 
0 
(0.0) 
0 
(0.0) 
1 
(16.7
) 
Share Experiences  10 
(28.6) 
28 
(32.2) 
3 
(50.0) 
5 
(45.5) 
15 
(29.4) 
14 
(37.8) 
3 
(30.) 
2 
(15.4) 
2 
(33.3
) 
Hear Others 
Experiences 
13 
(37.1) 
42 
(48.3) 
1 
(16.7) 
5 
(45.5) 
20 
(39.2) 
20 
(54.1) 
5 
(50.0) 
3 
(23.1) 
3 
(50.0
) 
Gain Mental Health 
Knowledge 
9 
(25.7) 
36 
(41.4) 
2 
(33.3) 
3 
(27.3) 
18 
(35.3) 
18 
(48.6) 
3 
(30.0) 
3 
(23.1) 
2 
(33.3
) 
Feel Less Alone  18 
(51.4) 
52 
(59.8) 
4 
(66.7) 
7 
(63.6) 
34 
(66.7) 
22 
(59.5) 
6 
(60.0) 
5 
(38.5) 
0 
(0.0) 
Feel Part of the 
Community  
16 
(45.7) 
33 
(37.9) 
3 
(50.0) 
8 
(72.7) 
21 
(41.2) 
15 
(40.5) 
4 
(40.0) 
3 
(23.1) 
1 
(16.7
) 
Other  1 
(2.9) 
1 
(1.1) 
0 
(0.0) 
0 
(0.0) 
1 
(2.0) 
1 
(2.7) 
0 
(0.0) 
0 
(0.0) 
0 
(0.0) 
authors then reviewed themes and discussed the data at length to refine the themes and 
subthemes. This refining process demonstrates the overall reliability of the data analysis 
process. This was achievable as the data set was relatively small and based on open ended 
responses from a quantitative online questionnaire.  
Primarily, data was coded into participants experience; Online Belonging and Support 
Seeking and Transition to Further Support. These then became the overarching themes when 
reflecting on the research objectives. Next, subthemes were identified, reviewed, concisely 
defined and agreed upon and reported by all authors.   
  
Figure 1. Thematic Map  
Figure 1 presents the initial thematic map devised by the authors. As evidenced in the figure, 
the data corpus is presented in blue, the themes are yellow, and subthemes are green/grey. 
The two subthemes initially thought to be present in the theme Transition to Further Support 
were coded grey with a broken line as authors were unsure whether these subthemes were too 
alike be separated under two different subthemes. Due to this uncertainty, the data from this 
theme were reviewed again and responses were compared.  
It was decided by the authors that the two subthemes, Offline Support and Further Help were 
topically similar in the sense that any quotes which was coded here, all related to 
transitioning to further support offline. Due to the parallel connotations, authors decided that 
the subthemes within Transition to Further Support could not be justified, and the thematic 
map was revised leaving no subthemes for this theme (Figure 2).  
  
 
Figure 2. Revised Thematic Map  
The final themes and subthemes are presented alongside representative quotes from users in 
table 4.  
Table 4. Themes, Subthemes and Representative Quotes 
Themes  Subthemes  (Participants) Representative quote  
 
Online Belonging 
and Support Seeking 
Sense of Community  
 
 
 
 
 
 
 
Objective Communication  
 
18percent has been very useful. I no 
longer feel alone in anything, I 
actually feel like I am a part of 
something where I belong. I'm 
extremely thankful I've joined 
(Participant 55, Female, Aged 16-
24). 
 
I was able to talk to people not 
connected to my problems not just 
about my problems but about 
anything, helping me see more 
clearly (Participant 22, Male, Aged 
16-24). 
 
 Crisis Point Aversion It has helped me when I was really 
freaking out and couldn’t calm 
down, the people on there are 
usually so supportive. It helps when 
I go down a thought spiral and my 
compulsions and crazy (Participant 
66, Female, under 16)  
 
Transition to Further 
Support  
 I’m very grateful I found 18 percent 
and have gotten better and started a 
track to recovery. I’ve dropped toxic 
Themes  Subthemes  (Participants) Representative quote  
 
friends, gotten a new therapist, and 
headed in the right directions 
(Participant 19, Non-Binary, aged 
16-24) 
 
Online Belonging and Support Seeking  
The theme of online belonging and support seeking consisted of three subthemes; sense of 
community, objective communication and crisis point aversion. The overall theme shows 
why users turn to online mental health communities when they are experiencing problems 
with their mental health.  
Sense of Community  
Users of the OMHC perceived it to be an online space where they could become part of a 
community and communicate with likeminded people. This sense of community allowed 
users to feel less isolated and alone and allowed for the sharing of experiences. For example, 
the following quote highlights how sharing experiences and stories can facilitate in support 
and helping, either receiving help or providing help. The quote also indicates the nuances of 
online support;  
I've had individual conversations with people with similar struggles. Sometimes I help them, 
sometimes they help me, sometimes we just empathize (which seems to help both of us) 
(Participant 100, Male, Aged 47-57). 
Objective Communication  
The OMHC allowed users to communicate with individuals/peers who may not only 
experience the same issues and symptomology as themselves, but also people who were 
objective to their situation and were able to offer impartial advice.  
There have been many people i have reached out to in a personal message and it has really 
helped me feel less alone and less "stupid". There are some very sensitive topics that I cannot 
discuss with any of my family or friends and I have felt safe and comfortable discussing them 
with peers on 18percent (Participant 69, Female, Aged 25-35). 
Users may not feel able to discuss their mental health with the people closest to them offline 
for fear of upsetting them, becoming a burden or experiencing a negative, stigmatised 
response following disclosure. Due to such reasons, the anonymity provided by the OMHC 
can make users feel more comfortable turning to the online platform. It can be helpful for 
people to discuss their experiences and coping mechanisms with others due to the subjectivity 
of mental health issues. The anonymity of the online environment offers a space for increased 
self-disclosure, an important affordance of the online environment, especially for more 
sensitive issues. 
Crisis Point Aversion  
One crucial reason within this study as to why users utilised the online OMHC was crisis 
point aversion. Participants utilised the chat room when they considered their self to be 
nearing or experiencing a crisis point. This suggests that participants were able to recognise 
when their mental health was deteriorating and access the site with the intentions to alleviate 
the severity of their thoughts, feelings and behaviours. Similarly, for some users, the mental 
health community played a vital part in relieving thoughts of suicide; Helps me to live when I 
don’t to (Participant 12, Male, aged 16-24). 
Transition to further support  
The theme, transition to further support, shows how the use of the OMHC could lead users to 
access further mental health care on or offline. From the data it was evident that users gained 
increasing awareness and, in some cases, confidence around mental health and seeking 
support as well as the ability to be emphatic towards others. This support, we have termed 
‘transitional support’, provides further evidence of the value of online mental health support, 
which for some users, goes beyond peer-to-peer support and online community involvement. 
The OMHC provides a platform where users can discuss and ruminate over the actions they 
take on the online platform in order to manage their mental health. It was evident that for 
some participants joining the community had enabled them to become more proactive in 
receiving support for their mental health.  For instance, the quote presented in table 2 
suggests that 18percent was vital in the users’ road to recovery, aiding the participant to put a 
recovery plan in place by altering their social circle and professional support. Other users 
found the community helped them seek further support and the OMHC was used as a 
signposting tool. 
Convergence of quantitative and qualitative data 
The qualitative data generated a broad theme of support and belonging related to why 
participants used the OMHC. This was then sub-themed into more specifically, objective 
communication, suggesting that it is the ability to receive objective feedback that helps 
support users and sense of community. The sense of community sub-theme may appear at 
first as an obvious reason for the use. However, this sense of the community is important 
online, and it is not guaranteed. The non-professional moderators of the site go a long way in 
providing this for the 18percent OMHC. The role of the moderators in the context is to 
provide a safe environment for users, making sure that users are using the site to support and 
not put other users in any danger. Moderation is a paramount function of the site since crisis 
point aversion was also emphasised as an important aspect of the site. Often users turned to 
the site when they had reached a crisis point, suggesting the OMHC played a vital role in 
immediate, perhaps short-term support for users at that point. The crisis point aversion leads 
into the following theme of transition to further support. This is a significant benefit of the 
site.  
The support and community elements are also clear from the quantitative data. From the 
quantitative data emotional support was the most common reason for the use of 18percent by 
participants, followed closely by peer support. The quantitative data shows that participants 
used the OMHC to hear about other people’s experiences as well as share their own 
experiences, supporting previous finds from research conducted on professionally moderated 
sites (Prescott et al, 2017, 2019). 18percent serves a function for mental health support in a 
similar vein as a professionally moderated online environment. This was evident from the 
quantitative and qualitative strands of data. Users benefit from using the site in terms of 
decreasing feelings of loneliness, community belonging and gained information on mental 
illness. This is a repeated benefit of the online environment throughout the research and is 
specific to online communities since they are available 24/7.  
Discussion  
From this study it was found that most users turned to the OMHC for both emotional and 
informational support from a likeminded, non-bias peer group. Users perceived the OMHC to 
be an online space where they could become part of a safe, inclusive, communal space. 
18percent was predominantly used to support one’s own mental health and emotional needs. 
This research supports previous findings which suggest that online OMHCs are beneficial to 
users as they provide a sense of community which can potentially eradicate feelings of 
loneliness for those with mental health issues and offer a third party to converse with, who 
can offer impartial advice, guidance and support. This appeared to encourage disclosure to 
others, and even allows the user to reframe their own situation, perceiving it from a different 
angle. This supports previous research which suggests communicating with other individuals 
online can not only decreases loneliness but also increases perceived social support (Shaw & 
Gant, 2004). The online OMHC allowed users to communicate with individuals who may, 
not only experience the same issues and symptomology as their self, but also, people who 
were objective to their situation and are able to offer impartial advice (Sillence, 2017).  
Underpinned by increased and positive communication, OMHC’s have the propensity to 
increase self-efficacy in those with mental health issues, subsequently resulting in a transition 
to further support. Mastery of experiences was evidenced in several ways throughout the 
data. Primarily, joining the OMHC then communicating with other users, and finally holding 
private conversations are all behaviours which evidence incremental phased but increasing 
engagement. Disclosing personal information to other users in itself is a form of mastery as 
the discourse becomes more and more in depth and other users begin to offer suggestions for 
coping mechanisms or treatments.  
Social modelling occurred when users participated in knowledge transfer with each other, 
offering solutions to any presented problems or even just a listening ear. Users of the OMHC 
benefitted from sharing experiences with others. People who had made alteration in their 
lives and been proactive within their mental health engaged in pro-social behaviour, 
encouraging others to do the same. Verbal/social persuasion is shown through the 
encouragement evident throughout the site, providing a space of belonging and minimising 
feelings of loneliness resulting in increased confidence and leading to change. It is important 
to know that users can autonomously recognise when they are reaching a crisis point in 
regard to their mental health and utilise the OMHC to avert a crisis situation.  
Although users are turning to the OMHC to become active participants within their wellbeing 
and to regulate their own mental health in times of need, it is apparent that there is still a need 
for a more advanced level of support for some users than can be facilitated by this online 
community. Discussing mental health experiences with those who may have similar 
experiences can bring a sense of reassurance (Powell & Clarke, 2006; Prescott and Mackie, 
2017). This type of communication is effective as it prompts users understanding of shared 
experiences, and subsequently, a greater sense of control regarding managing their situation 
can be granted (Ziebland & Wyke, 2012). One salient behavioural aspect of self-efficacy, 
improving physical and emotional states, can be seen when user’s turn to the OMHC when 
they autonomously identify that they have reached a crisis point and may consider or engage 
in self-harm. Below is a suggested theoretical framework devised by the authors for 
maintaining and increasing levels of self-efficacy when communication online for one’s 
mental health.  
 
 
 
Figure 3. Promoting Self Efficacy in Online Mental Health Communities  
Although not originally an aim of the research and not a theme as such, the moderation of the 
site was mentioned throughout the qualitative data. The platform was often referred to as a 
‘safe and comfortable’ environment. It is this safety that is important for an online mental 
health space to provide. The moderators on the site, although non-professional, play an 
important role in providing this ‘safe space’.  It was clear that the users of 18percent were 
grateful of the presence of the moderator role on the platform. So much so, that when the 
users were asked how 18percent may be improved, increasing the number, and presence, of 
moderators was repeatedly suggested. The chat rooms on the OMHC are specific to mental 
health illnesses and users can converse in each and any chat room deemed relevant (e.g. 
anxiety, eating disorder, PTSD, etc). Some users prefer that each chat room is constantly and 
consistently moderated. This suggests that whilst some users may initially aim to 
independently manage their mental health issues using the online mental health community, 
they may still require further assistance. However, as the role is on a voluntary basis, this is 
not always feasible. This can lead the user to feel that the moderation provided is not 
adequate and subsequently, highlights a vital feature for future development of OMHCs. 
Increased moderator presence was especially sought during unsociable hours; perhaps due to 
offline support services being closed, or indeed after the user themselves have the time after 
work, more people turned to the online platform for support. 
Limitations  
One limitation of the cross-sectional research is that it is conducted on a relatively small 
sample of self-selected participants via an online questionnaire. In parts, the qualitative data 
was limited by both the online format for returned responses and contextual depths proffered 
by participants. Often responses were limited to one or two sentences long, subsequently 
restricting data interpretation. Additionally, the data collated from the study originated from a 
singular online mental health community. Participants within this study were not asked 
whether they had received a formal diagnosis from a professional or whether their symptoms 
were self-diagnosed, information which would benefit the findings. 
Further Research 
The authors posit that further research should focus on specifically how the transition from 
online to offline support and help seeking is facilitated by OMHCs and instigated by users, 
and also explore levels of self-efficacy using a quantitative method so a larger data set can be 
achieved and the results may be deemed generalizable.  
Transition to further support should be further explored to gain a better understanding of how 
effective transitional support from peer-to-peer communities to professional support can be 
established. User differences and the subjective need for varying levels of support should be 
considered in further research. For example, some users may deem the informational and 
emotional support from OMHCs to be enough when meeting their support needs. Other users 
may seek the same informational and emotional support from OMHCs yet find their selves 
more dependent on the moderators of the community. Most moderators are in non-
professional, volunteer roles and future research should explore the motivation for 
volunteering and whether the role affects their own mental health, whether positively or 
negatively. There are also users who find that, utilising an OMHC may lead them to seek 
further help from professionals, whether online or offline. The transitional support provided 
by the OMHC should be further explored by future research, so organisations find themselves 
better equipped to redirect users when necessary.   
Conclusion 
Users gained emotional and informational support through peer communication and support. 
Underpinned by increased and positive communication, OMHC’s can increase self-efficacy, 
resulting in a transition to further support when required. Applying a social cognitive theory 
framework enables an insight into how users of 18percent use the OMHC and how they can 
benefit from the OMHC through increased self-efficacy.  
Recommendations  
From this research, it is evident that OMHCs are beneficial for those with mental health 
issues. OMHCs should be recommended to those in need of support when they are waiting to 
be referred to offline support. OMHCs are also suitable for continuous peer-to-peer support. 
Although this study has evidenced that OMHCs can be useful for crisis aversion, it is salient 
that mental health care professionals continue to reiterate to patients that OMHCs cannot be 
relied upon solely for mental health care for those needing additional support. 
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